Pediatric psychology, as the earliest component of health psychology (Tuma, 1982) has been a popular area of practice during the past decade. Its growth can be traced through the organization of the Society of Pediatric Psychology (now Section 5 of Division 12, APA) in 1968, the publication of a newsletter beginning in 1969, and of the Journal of Pediatric Psychology since 1976. With the growing visibility of pediatric psychology, there has been a demand for information about programs which offer internship and postdoctoral training in pediatric psychology. The addition of pediatric psychology as an alternative to clinical child psychology has had the effect of both broadening choices for psychologists interested in serving children and of producing confusion about differences and similarities of function and training needs. Training patterns, until the recent past, of both areas have included the provision of general clinical psychology training at the graduate level and specialty training at internship and postdoctoral levels.
Recently, however, specialty training of psychologists interested in serving children has received considerable attention. The possible patterns for doctoral training of pediatric psychologists have been outlined by Tuma (1982) as being composed of combinations of clinical and medical psychology skills and training in the core areas of child and developmental psychology. Specific information about internship and postdoctoral programs in pediatric and clinical child psychology was provided in the first directory of training opportunities in both areas (Tuma, 1976 ) and a summary article concerning the information contained therein (Tuma, 1977) . Simultaneously, a national effort for organizing a conference on training psychologists for service delivery to children (Tuma, Note 1) highlighted a lack of information concerning training in all areas of preparation of psychologists to work with children. Delineating issues important to training such psychologists is also important to the APA efforts to develop guidelines and standards for establishing designation of specialty areas for purposes of accreditation and recognition of specialties in areas in addition to those traditional ones (clinical, school, counseling, and industrial) .
In light of this concerted interest in addressing training needs of psychologists to deliver services to differing populations of children, various issues have been highlighted. Perhaps the most salient one is the differentiation between clinical child and pediatric psychology. Pediatric psychology has been considered to be a subarea of clinical child psychology (Stabler & Whitt, 1980; Tuma, 1975) but has also been advanced as a separate area substantially different from clinical child psychology (Tefft & Simeonsson, 1979) . Both positions have implications for the various patterning of training necessary to prepare pediatric and clinical child psychologists. In recent years, some doctoral programs have offered Downloaded from https://academic.oup.com/jpepsy/article-abstract/8/3/245/1012943 by guest on 04 March 2019 specialty degrees or tracks in clinical child psychology, but none have been designated pediatric psychology training sequences. With this pattern of training, the aspirant to pediatric psychology practice must depend on internship and postdoctoral training. Perhaps this is the only way to provide such training, but an analysis of differences and similarities between the training needs of the two areas should have implications for all levels of graduate education in pediatric and clinical child psychology.
Thus, two goals of the present study were to accomplish an update of the information obtained in 1976 for compilation into the second edition of the directory and to present new information on training in child psychology. In addition, a third goal was to compare training patterns of clinical child and pediatric psychology from the training directors' perspective.
METHOD
Since the major programs offering training in pediatric psychology were listed in the 1976 Directory: Practicum and Internship Training Resources in Pediatric Psychology (Tuma, 1976) , a copy of the original listing for each program was sent to the corresponding program director (n = 63) for the purpose of obtaining updated program information. Each program director was asked to update program information in a format identical to that of the earlier survey. In addition, to obtain further information relating to the other major goals of this survey, a four-page questionnaire accompanied the listing sheet.
Additional programs were contacted from several sources, (a) Seven program directors who were not previously listed asked for listing in the new edition of the directory, (b) Other program directors alerted the senior author about new programs which had developed since publication of the earlier directory, (c) Programs listed as members of the University Affiliated Facilities (UAF; n = 95) but not listed in the earlier directory of pediatric psychology training programs were mailed a letter of inquiry, and (d) those programs listed in the current Directory: Internship Programs in Professional Psychology (Kurz, 1979) as offering training in the child area were also contacted because, in spite of the attempt to list only pediatric psychology training programs in the first edition, clinical child psychology training program directors also requested a listing. Thus, the decision to list both kinds of training programs, pediatric and clinical child psychology, as well as combined programs, was made. This decision enabled the collection of information about the definition and differentiation of the two kinds of programs.
A total of 185 questionnaires was mailed out in March of 1980. A second mailing was accomplished 6 weeks after the original mailing to the program directors of those programs which were previously listed and who had not responded to the first mailing. No further mailings were sent to the other facilities listed above. Six weeks following this mailing, 25 telephone interviews were conducted with program directors previously listing their programs who either had not responded to the mailing or who had provided incomplete or unclear information. The telephone interviews made possible a 100% return rate for those programs listed in the first edition of the directory.
The information sheet sent to respondents can be viewed in its original form in the Directory: Internship Programs in Clinical Child and Pediatric Psychology; including Postdoctoral Programs, second edition (Tuma, 1980) . 2 It provides a summary of program characteristics which, in addition to a questionnaire designed to augment this information, provides the following information: (a) definition and differentiation of clinical child psychology and pediatric psychology; (b) identifying information about the facility, including name, address, respondent's name and title, and type of basic and participating training settings; (c) application information, including prerequisites for applicants, focus, level, and percentage of child training, number of positions available, stipend levels, dates of training period, application deadlines and candidate announcement dates; (d) clientele information, including age and pathology ranges and indications of most and least frequent types of cases, characteristic case load for trainees; and (e) training information, including number and discipline of training personnel, the nature of training, including priorities, hours spent in supervision, clinical and didactic sessions, type of feedback, and identification of other disciplines trained.
A cover letter which briefly explained that the information gathered would be compiled into a directory of training opportunities for pediatric psychology and clinical child psychology accompanied the questionnaire.
Only descriptive statistics are used in this report to summarize the data because the respondents represent a nonrandom, biased sample (those who responded to the questionnaire).
RESULTS AND DISCUSSION
A total of 74 directors responded to the survey. The overall return rate was 40%, but the return rate for previously listed programs was 100%. Of the 63 facilities listed in the first edition of the directory (Tuma, 1976) , 14 dropped their listing with 49 retaining their listings in pediatric psychology and/or clinical child psychology. Eleven additional programs provided information for the second edition of the directory (Tuma, 1980) . Therefore, the second edition lists 60 programs offering training in pediatric psychology and/or clinical child psychology. The present report is based upon the information contained in that directory and the questionnaires completed by the directors of those programs.
The 60 facilities offer a total of 94 programs in pediatric psychology and/or clinical child psychology at different levels. Fifty-seven of these training programs are at the predoctoral internship level (19 in pediatric psychology, 24 in clinical child psychology, and 14 in combined pediatric/ clinical child psychology), 14 at the postdoctoral internship level (5 in pediatric psychology, 7 in clinical child psychology, and 2 in combined pediatric/clinical child psychology), and 23 at the postdoctoral fellowship level (16 in pediatric psychology, 6 in clinical child psychology, and 2 in combined pediatric/clinical child psychology).
Twenty-one of the programs are APA-approved internship training programs, 26 are not APA-approved, 1 is awaiting APA-approval, and no response regarding APA-approval was obtained from 12. Table I shows that the largest number (25%) of facilities are located in psychiatric departments and outpatient clinics for developmental and learn- ing disabilities (17%). In addition, training is offered in 8 (13%) pediatric departments, 5 (8%) hospital medical units for children, 3 (5%) pediatric outpatient clinics, 3 (5%) comprehensive child health centers, and one each (2%) in residential treatment centers for developmental and learning disorders, a family service agency and a school system. Thirteen respondents (22%) indicated that they were located in facilities other than those listed above. Table I also indicates that training settings were predominantly psychiatric departments (29%) if the primary focus of training was in clinical child psychology and pediatric departments (32%) or outpatient clinics for developmental and learning disabilities (18%) if the primary focus was on pediatric psychology. Combined pediatric and clinical child psychology training facilities tended to be based predominantly in psychiatric departments (43%) with secondary locations in outpatient clinics for developmental and learning disabilities (14%) and hospital medical units for children (21%). These data implicate the setting as a primary determinant of training focus.
The Setting
Respondents designated a number of settings which participate in the training programs in addition to the basic setting discussed above. Outpatient clinics for developmental and learning disabilities (60%) were designated most frequently as a participating setting, closely followed by hospital medical units for children (57%), pediatric outpatient clinics (53%), and psychiatry departments (47%). School systems (33%) and comprehensive child health centers (33%) were also frequently listed.
The Clientele
Most program respondents (76%) indicate that they treat an age range of 0-18, while 28% indicate an age range of 0 to adult. The majority (90%) treat a full range of pathology, while 10% indicate a lesser range. The most frequent types of cases seen in the centers are conduct disorders (43%) and the learining disabled (25%). These categories are the same as those indicated in the 1976 survey (Tuma, 1977) . The least frequent types of cases seen are psychosis and mental retardation (listed as least frequent by 52% and 14% of the respondents, respectively). This information also corresponds to information received in 1976.
The most frequently seen child varies according to training focus. Clinical child psychology programs see predominantly conduct disorders (57%) as do the combined programs (42%), whereas pediatric psychology programs have a preponderance of learning-disabled children (32%). However, the second most frequently seen diagnostic category in each case is the most predominant one for other programs; that is, clinical child psychology programs and combined programs see learning-disabled children second most frequently, whereas pediatric psychology programs see conduct disorders second most frequently. The least frequently seen diagnostic categories are identical for all three types of program.
Although there is great variability among the programs, the modal case load involves 3.4 hours/week in screening and intake evaluations, 6.5 hours/week in diagnostic assessments, 8.3 hours/week in individual child treatment, and 6.1 hours/week in parent consulting work. Trainees in the clinical child psychology programs tended to spend more hours in child treatment (9.3 hours/week) than those in pediatric psychology programs (7.6 hours/week) and more time in parent treatment (7.0 hours/week vs. 5.3 hours/week). Evaluations and diagnostic testing functions tended to average approximately 1 hour per week more in the pediatric psychology programs. Mean time spent in all areas of function were identical for the combined programs and pediatric psychology programs.
The Application
The modal program begins in September (73%), ends in August (76%), and has a duration of 12 months or less (97%). The program has a deadline for application in January (54%) and the majority of programs (54%) make announcements of appointments in February (70%).
The 60 facilities offer a total of 224 training positions at all three levels (87 in pediatric psychology, 99 in clinical child psychology, and 38 in combined pediatric/clinical child psychology). There are 175 positions at the internship level (57 pediatric, 85 clinical child, and 33 combined), 22 at the postdoctoral internship level (11 pediatric, 9 clinical child, and 2 combined), and 27 postdoctoral level (19 pediatric, 5 clinical child, and 3 combined). These data are presented in Table II . Most of the facilities offer full-time training in their designated specialty training (63%), although 16% offer rotations in specialty training. No response was provided by 11 of the respondents.
Prerequisites of trainee candidates are fairly uniformly presented by respondents. At the internship level, most of the three types of training programs indicated that the successful applicant should be a PhD candidate. The respondents from the clinical child programs specified some additional requirements such as having had 2 years supervised work and courses in introductory diagnostics. These specifications were, however, aspects of most graduate clinical psychology training programs and therefore did not seem to be unreasonable requirements. Requirements of postdoctoral internship applicants included the doctoral degree, most usually the clinical psychology PhD, although EdD, PsyD, and PhD (unspecified) with experience with children were also mentioned. Having been awarded the PhD degree was also mentioned uniformly by respondents for the postdoctoral fellowship applicant. A PhD in clinical psychology was the usual specification, but one program indicated that the PhD should be in developmental clinical psychology.
We asked respondents if they required certain courses to have been taken during graduate training; 73% of the respondents provided information for this item. Table III lists those courses surveyed and indicate the percentages of respondents from the three types of programs endorsing these requirements. Table III shows that the majority of respondents in all three categories require courses in intellectual assessment, developmental psychology, personality assessment, psychotherapy, child psychology, projectives, psychopathology, personality, and abnormal. Other courses (behavioral techniques, behavioral assessment, community psychology, psychophysiology, and psychopharmacology) are required by a third or less of the respondents in all categories with one exception. Behavioral techniques are required by 47% of pediatric respondents. The majority of all three types and total programs (82%) required completion of a child practicum at the graduate level.
Stipend levels vary with the training levels as indicated by Table IV . The clinical child psychology programs tended to have a higher range as well as a higher mean stipend at all levels. Although programs at all levels (except for the postdoctoral fellowship program in clinical child psychology) indicate the possibility of no stipend for trainees, this was rare.
Only two facilities offering clinical child psychology and six offering pediatric psychology training did not offer trainees a stipend. Although stipend levels remain at about the same level as reported by Tuma (1977) , the range is substantially higher. The modal stipend also remains at the $6,000 level. Thus, with few exceptions, stipends have not kept pace with inflation. Funding sources for all three varieties of programs were similar. Most funding was from local sources (48%) closely followed by federal sources (41 %). Twenty-seven percent of funding was from state sources and from the Maternal and Child Health source. 
The Training
The largest number of program respondents (42%) provide a clinical child psychology focus in training, but almost as many (40%) indicate a pediatric psychology focus; 23% offer a combined focus in training. These data are reminiscent of the information obtained in the earlier survey (Tuma, 1977) . The larger percentage of the combined programs (23% compared to the earlier 4%) is largely due to an effort to differentiate between the two types of training programs and the permissability of listing a program as a combined one in the current directory.
For the total sample, treatment is rated as top priority by 52% of the respondents, with 33% of respondents putting treatment in second place. Psychodiagnostics is considered most important and second most important by 42% and 40% of the respondents, respectively. Most respondents rank consultation third and research as fourth, or as the lowest priority (60% and 75%, respectively).
Priorities of training is another area in which the programs differ according to focus. Pediatric psychology programs place psychodiagnostics as the first priority and treatment as the second. Combined programs and clinical child psychology programs are similar in placing treatment in the first position and psychodiagnostics in the second. Since there are more of these latter two types of programs {N = 93) than of pediatric psychology programs (N = 24), the priorities of the total sample follow the order endorsed by them. All three categories of training endorse consultation as the third priority and research in the fourth position.
Training activities include means of 5.7 hours per week in supervision, 3.7 hours per week in clinical conferences, and 3.7 hours per week in didactic sessions. Clinical child and combined programs are similar in the distribution of time spent in training activities. Pediatric psychology programs tend to spend more time in didactic sessions (4.2 hours) and less in clinical conferences (2.8 hours) and supervision (5.4 hours) than the other two types of program.
Mean number of training personnel include six PhD psychologists, four MDs, three social workers, and five others. However, the modal pattern is four psychologists, two general-practitioner physicians, one social worker, two psychiatrists, one pediatrician, and two others, but no family physicians. Clinical child psychology and combined programs have more psychiatrist supervisors than pediatricians; for pediatric psychology programs, it is the reverse.
Most of the settings also train persons in other disciplines: 84% train social workers and 61% train psychiatrists. In addition to mental health professionals, these programs also train pediatricians (68%), nurses (46%), speech pathologists (44%), occupational therapists (35%), special education teachers (32%), nutritionists (28%), educational psychologists (26%), neurologists (25%), physical therapists (25%), family practitioners (25%), dentists (19%), recreational therapists (9%), art therapists (4%), and optometrists (4%).
The major differences among the three categories of programs include the primary medical specialists trained: 63% of the clinical child psychology programs train psychiatrists and only 29% train pediatricians. In contrast to this pattern, 96% of pediatric psychology programs train pediatricians and 50% train psychiatrists. The combined programs train a high percentage of both specialists (83% train psychiatrists and 92% train pediatricians). Approximately 83% of the programs of all categories train social workers. Pediatric psychology and combined programs are more similar in training other medical specialities such as nurses, family practitioners, and medical supporting personnel. Clinical child psychology programs train relatively few of these medical and support specialists.
Content of Training
Seminars. Respondents indicate that a wide range of seminars are offered in the three categories of programs (see Table V ). The most frequent seminar topics offered by all three types are clinical topics, family, individual, and adult psychotherapy, and child development/pathology topics. In addition, clinical child psychology programs stress assessment and treatment technique training more than do pediatric psychology programs. On the other hand, pediatric psychology programs offer more medically related topics such as adolescent medicine, behavioral medicine, and neuropsychology. These differences in seminar topics reflect the traditional and medical psychology foundations of the two types of programs, respectively.
Assessment Training. Table VI shows that intelligence and projective assessment techniques are stressed equally by all three categories of training programs (percentages are approximately 70%). Pediatric and combined programs place more emphasis on developmental and objective techniques than do clinical child psychology programs. These differences reflect both the younger client population served by pediatric psychology settings as well as the greater preponderance of developmental deviations served in those settings (Tuma & Cohen, Note 2) .
Treatment Technique Training. The only category of program offering only behavioral training is pediatric psychology (see Table VII ). However, a large number of both clinical child and combined programs base their training on only more traditional techniques (43% and 31%, respectively). Most of the training offered by all three kinds of programs is a combination of both traditional and behavioral techniques, as indicated by 43% of the clinical child program respondents, 53% of the pediatric psychology program respondents, and 62% of the combined program respondents. Thus, most programs provide a broad training experience in a variety of techniques. Respondents indicate that this variety includes, with children, play therapy, individual psychotherapy, and behavior therapy (see Table VII ). The majority of all three categories of programs provide training in these modalities. Other techniques are less widely used with children within these programs.
With parents, training in parent counseling and behavioral management techniques with parents are the techniques most frequently provided by these programs (54% and 48% of total sample, respectively). There is a great difference between the number of pediatric psychology programs (74%) and clinical child psychology programs (25%) offering training in behavioral management. However, clinical child psychology programs (54%) provide training in parent training techniques much more frequently than the other two types of programs (see Table VII ).
Training in family therapy is extensively provided by all three varieties of programs. The majority of the total group (83%) provide training in this technique. In spite of the newness of this technique, it is almost universally used with child populations. Training in behavior therapy with families and other techniques with families are provided by a few of the programs (11% and 4%, respectively) (see Table VII ).
Pediatric Psychology Versus Clinical Child Psychology
One of the goals of the present study was to obtain information from trainers of clinical child psychologists and pediatric psychologists pertaining to the differences between the two approaches. To accomplish this goal, respondents were asked to provide definitions of both areas and to indicate if they considered them to be separate specialties in psychology, subspecialties of clinical psychology, and if they were the same or different from each other.
Of the respondents who offered training in pediatric psychology, 41 % indicated that they considered pediatric psychology to be a specialty in psychology. Likewise, 33% of clinical child psychology respondents considered clinical child to be a separate specialty, but 67% of these respondents considered it to be a subspecialty of clinical psychology. Thirty-eight percent of the respondents believed pediatric psychology and clinical child psychology to be the same specialty and 18% indicated that they were different. Thus, it appears that a larger number of our respondents view the two areas as essentially the same specialty. There is still obviously no consensus, and the question posed earlier (Tuma, 1975 ) is still unanswered.
Within the definitions provided by respondents of the two areas, most pediatric psychologist respondents specified the setting (52%) and the population (69%) as differentiating features between the two areas. Clinical child psychology respondents implicated the population differences (52%) more frequently than the setting differences (35%).
While respondents differed in their opinions about which area was the broader, most indicated that clinical child psychology was much broader than pediatric psychology. Pediatric psychology was most often characterized as clinical child psychology applied to children with behavioral or emotional problems secondary to medically related procedures, illness, or physical (developmental) deviations. Thus, while the clinical child psychologist may indeed intervene with these problems of medical origin, involvement was not limited to them as was the case with pediatric psychologists. Thus, it appears that the majority view supports the contention that clinical child psychology is broader. By the same token, the pediatric psychologist is much more specialized by involvement exclusively with children with medically related adjustment problems, who are usually seen in a medical setting, and which usually involves extensive collaboration with other health care disciplines. Pediatric psychologist can thus be considered the clinical child psychology entry into health psychology, a designation which specifies psychology's application of psychological principles to the health care delivery systems and procedures. Its concerns are biopsychosocial, whereas the concerns of clinical child psychology are primarily psychosocial although they too can include biopsychosocial aspects.
Respondents specify that pediatric psychologists apply clinical child psychology skills and techniques to problems of children secondary to medical problems, but a number of them indicate that specialized techniques and skills are necessary. This aspect of the definitions provided by the respondents indicates that training of the pediatric psychologist overlaps to a significant degree that of the clinical child psychologist. However, as the information earlier in this report indicates, medically related seminars and more emphasis on evaluative procedures imply that their training is often broader (or possibly only more focused) than that of the clinical child psychologist. This implies, most of all, that training in either area benefits the aspirant to entry into the professional role of the other.
CONCLUSIONS
The results of this survey indicate that training in pediatric psychology and clinical child psychology remains fairly unchanged from information derived earlier in terms of distribution in settings, the clientele characteristics, and the format of training. Additional information concerning the content and prerequisites of training provide some interesting differences between training in the two areas. Especially notable are the larger number of medically related topics of seminars, the greater emphasis on assessment (especially developmental), and the somewhat greater emphasis on behaviorally oriented techniques of treatment in pediatric psychology training programs. Overall, however, the similarities are much more numerous than are the differences in training.
The definitions of the two areas provided by the respondents who are prominent representatives of pediatric psychology and clinical child psychology shed much more light on these two practices. These definitions suggest (a) that clinical child psychology has broader application than pediatric psychology in spite of the tatter's broader principles of application, and (b) that pediatric psychologists rely heavily on the traditional skills and techniques of clinical child psychology. These data overwhelmingly support the view that clinical child psychology and pediatric psychology are the same specialty except that practice is differentiated in terms of medically related populations of children, collaboration with health care disciplines within a medical setting, and a specialized focus of viewing psychological difficulties within the medical culture.
